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Researcu REDUCES COSTS 


a To produce quality pharmaceutical products 

: f at less expense to the patient is an accepted 
responsibility of the Lilly Research 
Laboratories. Greater yields obtained from 
the extraction of pancreas glands, from the 
processing of raw liver, or from higher 
penicillin production are reflected in price 
reductions. Today, several Lilly 
preparations are available at less than 10 
percent of their introductory cost. 


Improved products at lower cost are 
developed through research. 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S. A. 
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1. Certified Holstein 
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3. Certified Fat-Free 
Supervised in production by 
the El Paso County Medical 
Commission. 


Your assurance of highest quality and purity. 
Recommend Price’s Certified Milks with confidence. 


FOR THE PATIENT WITH 
HYPOCHROMIC ANEMIA 
A superior liver and iron prepa- 
ration, providing in addition, 

8 Vitamins for the relief of | 
nutritional deficiencies 


that may be present 
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the iron de- 


ficiency. 


The 

relief of 

“fatigue and 

lack of endur- 

ance” is usually ac- 
complished in a much 


shorter period of time. 
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There are five good reasons why SULAMYD* 

(Sulfacetimide-Schering) is the preferred sulfonamide 

in the treatment of pyelitis, pyelonephritis, cystitis 
and other infections of the urinary tract. 


SULAMYD 


(SULFACETIMIDE-SCHERING) 


Unusual efficacy: In B. coli infections of the urinary 
tract, recovery or improvement with SULAMyp is unusually 
high, ranging from 93 to 98% of cases.':* 


High urinary levels: Due to SuLAMyp’s rapid 
2 clearance from the blood and easy excretion 

by the kidneys, high urinary concentrations are 
obtained in the presence of low blood levels.* 


Excellent renal tolerance: Crystalluria is rare and 
anuria has never been reported following SULAMyp therapy. 
This enviable record is due, in large measure, to SULAMYD’s 


remarkable solubility (946 mg. per 100 cc.) , approximately 80 
times that of sulfadiazine.* 


Systemically well tolerated: Side effects are 
4. minimal and uncommon. SULAMYD may, therefore, 
be administered with greater security to 
infants, children and pregnant women.!-4 


Alkalinization is unnecessary, since SULAMyYD is quite 
soluble in both acid and alkaline urine. 


PACKAGING: Sutamyp, sulfacetimide, tablets of 0.5 Gm., in 
bottles of 100 and 1,000 tablets; and bottles of 5.0 Gm. powder, 
for laboratory determinations upon blood and urine. 
BIBLIOGRAPHY: (1) Welebir, F., and Barnes, R.W.: J.A.M.A. 117 :2132, 
1941. (2) Alyea, E.P., and Parrish, A.A.: South. M.J. 40:678, 1947. 


(3) Lehr, D.: J. Urol. 54:87, 1945. (4) Prentiss, R.J., and Kanealy, J.F.: 
J. Urol. 47:11, 1942. 
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CORPORATION-BLOOMFIELD, NEW JERSEY 
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Basic need is met when ‘Surfacaine’ (Cyclomethycaine, 
Lilly, is applied to damaged, irritated, or diseased 
skin and to rectal or genito-urinary membranes. Sus- 
taining comfort is provided promptly and thoroughly, 
yet safely, with this new type of surface anesthetic. 
Relief from pain usually lasts up to eight hours with 
‘Surfacaine.’ However, it may be reapplied freely at 
shorter intervals, if necessary, and over extensive 
areas. Unlike topical analgesics whose value is sharply 
limited by high toxicity, ‘Surfacaine’ may be used 
liberally. 

It is soothing to the tender skin of infants with diaper 
rash, to burns that are superficial or deep, to painful 
hemorrhoids, and to itching skin conditions. 


Readily available as: Ointment "Surfacaine,’ 1 percent, in 1-ounce tubes with 
removable, perforated rectal tips and in 1-pound 
- : and 5-pound jars 


Cream ‘Surfacaine,’ 0.5 percent, in 1-ounce tubes and in 
1-pound and 5-pound jars 

Lotion ‘Surfacaine,’ 0.5 percent, n 4-ounce and 

1-pint bottles 
Suppositories ‘Surfacaine,’ 10 mg., in packages of 12 and 100 


Suppositories ‘Surfacaine,’ 10 mg,. and Sulfadiazine, 


EL | LEEtY AN D COM Pp ANY 325 mg., in packages of 12 


INDIANAPOLIS 6, INDIANA, U.S.A. Suppositories ‘Surfacaine,’ 10 mg., and Zinc Oxide, 
250 mg,., in packages of 12 
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DEPERSONIFICATION AND THE MASS MAN 


QSCAR EWING, administrator of the Federal Security Agency, the modern “Pied Piper”, has played, and is 

still playing, a tune which is essentially entitled, “The Greatest Good to The Greatest Number.” This is the 
theme song of any 
bureaucracy. No mat- 
ter what the musical 
score may be, the 
words are always the 
same. 

Ignorance of the 
moral obligation of a 
physician renders it 
impossible for a bu- 
reaucrat to under- 
stand the practicing 
physician's antipathy 
toward compulsory 
health insurance. Ig- 
norance may be eith- 
er subjective or ob- 
jective. Subjective ig- 
norance is the type 
of ignorance known 
only to the individual 
himself, and _ serves 
as a stimulus to the 
acquisition of further 
and accurate knowl- 
edge. 

Recent events have 
caused the medical 
profession to doubt; 
or, at least, to mani- 
fest some skepticism 
as to whether the 
proponents of com- 
pulsory health insur- 
ance are subjectively 
ignorant; rather it is 
believed that these 
individuals are objec- 
tively ignorant. They 
apparently are self- 
satisfied and have lit- 
tle or no wish to se- 
cure accurate knowl- 
edge of the physi- 
cian’s problem inso- 
far as his moral obli- 
gations to his pa- 
tients are concerned. 


MORAL 
OBLIGATIONS 


The Reverend Wil- 
lard L. Sperry, Dean 
of the Harvard Di- 
vinity School, in an 
address before the 
Staff of Massachu- 
setts General Hospi- 
tal, commented on 


the moral obligations 

Reprinted by permission of the Columbus, Ohio, Academy of Medicine Bulletin (through of the physician in 
* courtesy of Jerry Harris, Creditors Service Bureau and Medical Arts Division, El Paso). 

the following manner: 


“There are two terms that have been much to the front in recent years. They represent what are called so- 
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cial trends. One is the word, “depersonification”; and 
the other the words, “mass man”. Both terms represent 
tendencies, particularly on the part of the state, to de- 
preciate the value of the single individual in favor of the 
group as a whole. These trends have found their fullest 
expression in countries where totalitarianism has been, 
or still is, the order of the day. In such societies the 
individual is of value only as a member of the mass, 
and is always regarded as expendable. 

“Our own country has just now fought two world 
wars in defense of the general idea of liberty and the 
rights of the individual. His liberties have had to be 
circumscribed in wartime; and now that the fighting is 
for the moment over, we are left with lives that are 
much less free, as far as our private affairs are con- 
cerned, than they were forty years ago. It could not 
have been otherwise, perhaps, and yet this steadily nar- 
rowing area in which anything like actual liberty and 
private initiative remains is one of the paradoxes of 
these years.”’! 

PARADOXES EXEMPLIFIED 

These paradoxes as actualities are exemplified 
by the testimony of Seymour E. Harris, Harvard Uni- 
versity Economic Professor, speaking in behalf of com- 
pulsory health insurance recently before the Committee 
on Labor and Welfare of the U. S. Senate. 

Mr. Harris made the statement: 

“When you are protected against the vicissitudes 
of illness, you save less.” 

He made the point that the program would encour- 
age people to reduce their savings, and to spend more; 
thereby, avoiding “‘serious dangers of deficiency of de- 
mand, wasted resources, and unemployment.” 

Most of us throughout our earlier years have been 
taught by our parents, our teachers, that we should 
save a proportionate part of our income. Paradoxically 
enough, Professor Harris on cross-questioning by Sena- 
tor Forrest C. Donnell, held that too much saving was 
anti-social. 

He did, however, admit that this theory was “a 
shocking departure from the traditional custom of mak- 
ing provision for old age by constant saving.” 

It is indeed difficult to understand why the coun- 
try’s health should serve, as Professor Harris pointed 
out, as one means of heading off a depression. 


LITTLE THOUGHT 


It can be readily seen that little or no thought is- 


given to the individual by these economists. In their 
hands the individual has become essentially depersonal- 
ized, and their interest is apparently solely that of the 
“mass man”. Someone must retain faith in the individ- 
ual. We cannot lose sight of the fact that we are deal- 
ing with human beings, and not with an abstraction 
known as “mass man”. 

Dean Sperry continues: 

“A man who goes into the practice of medicine 
or of the ministry ought to enter his profession with that 
conviction and ought to do his best to vindicate it. There 
is a place in society for the man who wishes to devote 
his life to the general and all-over cause of public health. 
There is a place in the religious world for a man who 
feels he should sign on with one or another of the great 
reform movements of the time. The work of these men 
is necessary, and their contribution to society may 
be very great. But the practicing doctor and the parish 
minister are primarily concerned with individual human 
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beings. The moment either begins to sacrifice his con- 
cern for the individual to some other hypothetical per- 
son, or to society in the abstract, he has mistaken his 
vocation."’2 

COMMON SENSE 

The truth and common sense of Dean Sperry's words 
will be appreciated and understood by every ethical 
practitioner of medicine. Admittedly, there is a place 
for the agencies interested in public health, but what 
can these agencies possibly know about the individual 
patient? Nor can the economists grasp tangibly the re- 
lationship of the physician to the individual. This 
knowledge only comes with actual experience in the 
practice of everyday medicine. It cannot be taught in 
medical school. When the third party, such as the state, 
enters into a contract between the patient and the phy- 
sician, then individuality becomes extinct, and the in- 
tegrity of the profession suffers. 

No amount of reasoning could possibly make the 
objectively ignorant bureaucrat understand the patient 
and physician relationship. This relationship is easily 
and well understood by the priest, the minister, or rabbi, 
whose lifework, as is the physician's, is devoted to the 
individual. This aspect of compulsory health insur- 
ance rests with the physicians as individuals. 

Each physician should consider himself as a commit- 
tee of one and take time to talk to the individual re- 
garding this aspect of the practice of medicine. Whether 
an individual is an employer, or an employee, whether 
he is a union member or not, is of little consequence 
when severe illness strikes his loved ones. He looks to 
two professions, medicine, and theology, for help and 
comfort. He has no wish to be depersonified. He 
wishes to be treated as an individual, and he has no 
wish for government interference in his problem; and 
he professes absolutely no interest in the abstraction 


known as “mass man.” 

1. “Moral Problems in the Practice of Medicine”, Willard 
L, Sperry, The New England Journal of Medicine, Vol- 
ume 239, No. 26, Dec. 23, 1948. 


2. Ibid. 
DOCTOR’S DILEMMA 

A doctor in Suffolk, England, with 4000 patients on 
his health panel has become fed up with nationalized 
health. To each patient recently he sent the following 
mimeographed letter: 

“Are you bald? Let me give you 4 certificate for 
a wig. 

“Are your rations proving too much for your waist- 
line? Let me introduce you to the latest in state corsets 
with a certificate. 

“Are you short of whisky, brandy, fats, meats, glu- 
cose? Let me give you a certificate. 

“Are you short of petrol? So am I. 

“Is your 44-hour week too much strain? Do let me 
give you a certificate. 

“Can I give you an exemption from sitting on jury? 
Do you want to vote by post in the next election? Let 
me help you. 

“Do you want rubber tires, utility furniture, extra 
coal, more paraffin? I have lots of certificates. 

“Do you know you must fill in Form 24A if you 
want to have a baby? 

“Are you ill? For God's sake don’t call me in! I'm 


too busy signing certificates!” 
—Mickling in Cleveland News Reprinted from The Reader’s 
Digest, June 1949. 
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NEW FACILITIES AT HOT SPRINGS 
RECENTLY COMPLETED 


Construction of new facilities at Hot Springs, New 
Mexico, with its mineral water and climate, is putting 
that city on a par with other world-famous spas and 
offering physicians of the Southwest a near-by economi- 
cal and well-equipped health center, where they may 
send patients. 

The current building boom in Hot Springs is pro- 
viding the city with the latest in bathhouse-equipped 
motels and tourist courts. The newest structures offer 
private baths, air conditioning, radiant heat and kitchen 
facilities for as low a weekly base rate as $35 a unit. 

The baths themselves cost between $1 and $1.50 
at the top resorts. Some of the latest units have special 
tiled baths with mineral water as part of an apartment 
unit. Others have the bath units conveniently located 
within the motel. 

In addition, mushrooming construction has ‘given 
the city a score of new attractive tourist courts beyond 
the hot water area within easy reach of the city’s bath- 
houses. Many of the city’s older bathhouses in the 54- 
acre hot water area offer baths for as little as 25 cents. 

Hot Springs, famous for its mineral waters since 
early Indian days, is located in the Middle Rio Grande 
Valley on Highway 85 approximately half-way between 
El Paso, Texas, and Albuquerque, New Mexico. It is 
served by four bus lines, with excellent connections at 
either Albuquerque or El Paso. Just four miles north is 
Elephant Butte Dam, where the waters impounded form 
a lake 44 miles long and eight miles wide at the widest 
point, and where fishing and water sports abound. 

The city is at an altitude of 4200 feet in the 80 per 
cent sunshine belt. Completely surrounded by moun- 
tains which deflect storms, the city has an average win- 


ter temperature of 46 degrees and an average summer 
temperature- of 77 degrees. The average rainfall is 
only 7.1 inchs, compared to 45-65 inches a year at Hot 
Springs, Arkansas, and 32 inches at Excelsior Springs, 
Missouri. There are approximately 318 sunny days a 
year as compared with the average of 142 sunny days 
at Hot Springs, Arkansas. 

It is an old axiom at Hot Springs, New Mexico, that 
you don't have to fight the climate along with ailments; 
for the climate works for the patient throughout the year. 

The hot mineral water that bubbles up at approxi- 
mately 113 degrees has long been accepted as highly 
useful in the treatment of arthritis, rheumatic disease, 
neuritis, certain forms of paralysis, certain nervous dis- 
orders, certain skin diseases, Buerger’s disease, and other 
circulatory ‘ disorders. 

The city has a complete general hospital in the 50- 
bed St. Ann’s Hospital. Seven physicians in the Hot 
Springs area are Drs. W. B. Cantrell; Robert Fulwider; 
E. E. Hubble; H. B. Johnson; W. L. Minear, who is chief 
of surgery at nearby Carrie Tingley Hospital for Crip- 
pled Children; A. C. White, and T. B. Williams. 

The Carrie Tingley Hospital is the Southwest's lead- 
ing hospital and is devoted entirely to children’s ortho- 
pedic work. The hospital, a state institution, has a nor- 
mal capacity of 100 beds and nearly two acres under 
roof. 

An excellent opportunity for young physicians cur- 
rently exists in the Hot Springs, area, according to phy- 
sicians there. The city has a population of approximately 
9000 and the county about 13,000. An average of ap- 
proximately 3000 transients are in the area throughout 
the year. 


COMPARISON OF THE CLIMATE AND MINERAL WATERS OF LEADING U. S. SPAS 


Hot Springs, Excelsior Hot Springs, Hot Springs, 
New Mexico Springs, Mo. Arkansas Virginia 
(Sulpho Saline) 
Sodium Chloride ......................-- . 1771.6 6174.9 4.6 9.92 
Sodium Sulphate-Sulphide ........... 
Potassium Chloride ..................-. 131.4 7.01 10.97 
Potassium Nitrate 4.3 24.91 
or Bicarbonate _.................... 278.6 
Calcium 143.9 515.4 122.26 381.5 
Magnesium Carbonate 31.2 
Magnesium Sulphate 
Silica 43.11 20.93 
Iron Carbonate 30.3 
Sodi Nitrat 
8371.1 293.1 630.64 
Total solids (pts. million) -......... 2549.2 8371.1 293.71 630.64 


Analysis shows .000000000844 grams of radium per liter in the Hot Springs, New Mexico, water. 


Hot Springs, New Mexico, water analysis made at the Water and Beverage Laboratory, Bureau 
istry, Department of Agriculture, Washington, D. C. Jan. 7, 1921. 
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THEY CALL IT FREE 
MEDICINE “DOWN UNDER” 


‘In Australia the relations between the physician and 
the government are, to put it mildly, greatly strained. 
The people themselves do not profess a great deal of 
interest in the government's so-called “Free Medicine” 
scheme. 


The Australian Medical Association has flatly re- 
fused to participate in the official scheme under the ex- 
isting regulations. Prime Minister Joseph B. Chifley 
states, “No matter how long the fight goes on, there 
will be but one finish to it. Make no mistake about 
that.” 


Mr. Chifley apparently realizes the tremendous fi- 
nancial drain on any country operating under a system 
ef so-called free medicine and has taken steps to re- 


duce the financial burden. As usual these steps in the 
final analysis may benefit the Australian taxpayers 
pocketbook, but not his physical well-being. 


Although the Labor government promised complete 
freedom of action for the doctors, it has recently passed 
a bill forcing the doctors to prescribe under the govern- 
ment’s drug formulary law. Failure to do so carries a 
penalty of one hundred and sixty dollars. 


However, in spite of the fact that this bill has been 
passed, it has not been proclaimed, but is being held 
more or less as an axe over the head of the medical 
profession. 


The consensus among the majority of Australian 
physicians may well be summed up in the statement of 
one prominent member of the fraternity. 


“So-called free medicine must be restricted to the 
cheapest form of treatment, irrespective of whether it is 
beneficial to the patient or not.” 


Las Cruces: Dr. L. 8S. Evans. 
baa i Las Vegas: Dr. Volney S. Cheney, 817 Seventh 
Street. 

ee Lordsburg: Dr. E. C. DeMoss, Box 577. 
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PSYCHIATRY FOR SENESCENCE* 


H. Barnacie, M.D., Denver, CoLoraDo 


Asst. Professor of Psychiatry, University of Colorado; Consultant in Neuro-Psychiatry for the United States Army; 
President, Colorado Neuro-Psychiatric Society, 1948-49. 


Orientation to the problem of old age has been well 
expressed by John Dewey, the American philosopher, 
in the following remark, “It is strange that the one thing 
that every person looks forward to is the one thing for 
which no preparation is made.” 

Knowing more about senesence should help the aging 
man to understand his own destiny and help the young 
to understand the old. The problem of geri- 
a.rics is of utmost importance today, al 
though those concerned know that this 
branch of research is still in its infancy. 

Reports emphasize that we are becom- 
ing a nation of dollars, that by 1980 it is 
estimated 50 per cent of the population will 
be over 45 and 15 per cent will be 65 years 
of age or older, and that this is due to three 
factors: the increase in average life expec- 
tancy from 51 years in 1919 to 65 years in 
1945; a rapidly declining birth rate; and 
the decrease in immigration of lower age 
groups. ‘?) 

The medical profession, which has been 
so aware of disease prevention and infant 
mortality, should take the lead in casting light upon the 
problems of senescence. It is hoped that medical schools 
will establish special departments in geriatrics compara- 
ble to those in pediatrics. 

Wide-sweeping conclusions about aging are invalid; 
however, it is generally believed that aging is a steady 
and gradual process that begins at birth. Senescence, or 
old age, is characterized by physical decline, retarda- 
tion of mental processes, and usually less plasticity and 
adaptability. The process of aging follows a rule pe- 
culiar to the individual; each person reveals, in ad- 
vanced age, the traces of his own life-history. The 
aging process varies in families, clans, and groups, and 
may be dependent, as Oliver Wendell Holmes suggests, 
upon his fortune or misfortune in choosing his ancestors. 
Normal involution seldom occurs independently, but is 
almost always combined with or masked by disease 
processes. It is difficult to determine where involution 
ceases and disease begins. 


PHYSICAL DECLINE 


Physical decline is characterized by atrophy and de- 
hydration of the tissues and organs, particularly noted 
after the 70th year. The skin becomes thinner, pig- 
mentations increase, the hair falls out, or sometimes 
grows in abnormal places; posture becomes stooped, 
bones become brittle and poor in calcium. Circulation 
is less competent; deafness and poor eyesight are not 
uncommon. O.d women often grow beards; the dis- 
tinctive characteristics of the sexes become less obvious, 
and sometimes it is difficult to tell from the appearance 
of the face or the sound of the voice whether the aged 
person is a man or a woman. Physiological and patho- 


*Read before the International Post-Graduate Medical As- 
sociation of Southwest Texas, Inc., January 25, 1949, San 
Antonio, Texas. 


Dr. Clarke H. Barnacle 


logical changes of the central nervous system may be 
gradual or rapid; the brain often ages more slowly than 
other organs. Degenerative changes of the cerebral cor- 
tex are progressive; eventually this process, as well as 
progressive debilitating changes of the cerebral blood 
vessels, takes place. 


Easy fatigability, forgetfulness, reminiscence, loss of 
concentration, rigidity or unusual plasticity 
of personality, and mild impairment of 
judgment are apt to be considered normal. 
We think of psychological changes in old 
age occurring because of decreased capacity 
of the biological organism to cope with new 
situations, thus increasing the demand to 
borrow from past experience.‘4) The pow- 
er of adaptability is no longer adequate; 
inteliectual efficiency is decreased. In com- 
pensation for the retrogressive psychologi- 
cal changes, healthy senescence is frequent- 
ly accompanied by wisdom and tranquility. 
The oldster may be more philosophical in 
his attitudes and may have a broader un- 
derstanding of life’s problems. 

There are many real dynamic factors that produce 
maladjustment in the senescent. The crux of the prob- 
lem is insecurity, which leads to fears—fear of what is 
to become of him, fear of becoming a burden, and most 
important of all, fear of growing old. The elderly per- 
son may be faced with the death of his mate and of 
many of his close friends; he comes to a sense of loneli- 
ness because he does not make new friends easily. 

At the same time he is aware that his physical de- 
cline is lessening his earning power and that he faces 
possible financial dependency. Then there is the prob- 
lem of loss of authority, being supplanted by younger 
men, and enforced retirement. When he is no longer 
able to work he may have to live with his children or 
look to public aid. This feeling of fear and loneliness 
has a marked effect upon his personal outlook. Living 
with his children may create a housing problem and ac- 
centuate the psychiatric aspects. There may be real 
conflict in the home between the aged person and the 
younger generations, neither understanding or tolerat- 
ing the other. 


With the increasing number of old people, sociologi- 
cal and economic problems become more manifest. The 
character of the home has changed, in that families are 
smaller and there is no reserve of family to care for the 
old. With increased migration to cities, children often 
live quite a distance from their parents. Houses are 
smaller, more people live in apartments, and thefe is 
less room for the aged. Of course, many old people 
are able to adjust in society, especially if that society 
is a rural farm community, even though they may have 
a memory loss, wander about, and reminisce.‘5) 


PUBLIC CHARGE 


If the oldster has no economic security, he may be- 
come a public charge in the form of a pensioner, or if he 
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is physically or mentally declined, institutionalization 
may be necessary. Economic security in declining years 
is a sociological problem for every citizen. There ap- 
pears to be a great waste of human material because of 
our attitudes toward the aged. The recent war situa- 
tion demonstrated the salvage of thousands of men and 
women utilized in the country’s production effort, and 
incidentally, these people regained self-esteem and hap- 
piness. We might re-examine arbitrary retirement of 
any person at a particular chronological age, since many 
people continue in good possession of their intellectual 
faculties in the 70's and 80's, and society might find 
means of keeping them employed.‘®) 

In the cities the convalescent homes are jammed with 
old people just waiting to die. In general, these indi- 
viduais are neglected and are given no more than me- 
diocre custodial care. All of our state mental hospitals 
are having a steady rise in the admission of senile pa- 
tients. It appears that we are just constructing more 
and more buildings for these elderly patients and have 
made little progress in solving the problem. 

Although efforts are still minimal, some forward 
steps have been taken to meet the needs of lonely elderly 
people. In some of the larger cities of the country, 
there are day clubs for older people, where they have 
contact with others in the same age group, establish new 
social relationships, and where cultural and avocational 
interests are stimulated. Boredom is avoided and in- 
dividuals regain their self-esteem. 

; Dr. A. L. Vischer’s work with the aged at Basle, 

Switzerland, has been a noteworthy experiment over 
the past twenty years. He has promoted a project in 
which the aged are- housed in dormitories in close con- 
junction with a public hospital. These old people are 
not subjected to numerous tiresome regulations, but are 
allowed considerable freedom. Each one who is able 
is given an opportunity to work in the hospital in vari- 
ous capacities. It is interesting to note that 90 per cent 
of the old people ask to be given some work, for which 
they receive a small wage. The morale of these indi- 
viduals is high; they maintain their self-esteem and 
prestige as members of the community.‘3) 

SENILE PATIENTS 

When the family physician is called to advise in 
the management of senile patients, a general estimate 
of the patient’s psychiatric condition usually will be ap- 
parent upon discussion with the patient and his rela- 
tives. Courteous attention to his story will bolster the 
patient's confidence. Nothing hurts more than being ig- 
nored or given a brusque dismissal. One should try to 
understand how the old person feels about himself and 
then act accordingly.‘7) 

Physical examination may reveal senile changes of 
atrophy and dehydration. The physician should be 
mindful of what is average for the individual's age group 
and should expect to see certain degenerative changes 
in old people.‘4) Organic factors that might cause a 
temporary psychiatric state must be ruled out. Some- 
times drug or alcohol intoxication, systematic disease, 
dietary deficiency, or delirium are present. The follow- 
ing case is an example of such occurrence. 

Case I. An 80 year old retired physician was 
seen in consultation recently because of excited, un- 
manageable behavior after a prostatectomy. Follow- 
ing surgery the patient suffered from insomnia and 
loss of appetite, and on the fifth postoperative day, 
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he suddenly became confused, excited, combative, and 
hallucinatory. Examination revealed moderately far 
advanced senile changes, generalized arteriosclerosis, 
with evidence of dehydration and toxicity. 

This patient, a highly respected man, devoted 55 
years of his life to a busy general practice. His rela- 
tives stated that prior to his hospitalization, he had 
been ‘‘slipping” in that he was more forgetful, emo- 
tionally unstable, and showed signs of general physi- 
cal decline; they feared that he was becoming de- 
mented. The unmanageable psychiatric state re- 
quired his immediate transfer to a mental hospital, 
where he responded quickly to conservative therapy 
of reassurance, sedation, intravenous fluids, dietary 
and nursing care. The patient was returned to the 
home of his daughter, where he felt more secure and 
was in a better position to convalesce. 

This patient's reaction represents a frequent oc- 
currence following surgery in elderly people. Transi- 
tory toxic-delirious reactions are prone to occur in 
the aged, particularly in prostatic cases, and do not 
necessarily indicate senile dementia. 

The case brings to light an important need in all 
general hospitals, i. e., for private, soundproof rooms 
where delirious patients may be cared for temporar- 
ily in a beneficial fashion, without the dramatic and 
unwarranted transfer to a mental institution. The 
elderly professional or business man or woman is 
likely to resent or misinterpret admission to a mental 
hospital because of delirium. 

One should be alert to the fact that disease processes 
may assume a more dangerous character in this phase 
of life. Medical diagnosis in aged persons is more dif- 
ficult and greater demands are made on the physician's 
power of observation. Objective signs are often absent 
or masked. Several disorders may occur at one time; 
the body may be a ‘pathological museum.” 3) 

The easy diagnosis of ‘‘senility’’ may be a sign of in- 
tellectual laziness or lack of clinical imagination on the 
part of the physician. Rather than assume that inter- 
current diseases are untreatable because of age, we owe 
it to ourselves to treat patients in the sixties, seventies, 
and eighties as we would treat the same conditions in 
younger people.‘8) Too frequently the physician re- 
acts to the aged as he does to the neurotic or the patient 
with chronic disease. Prejudices of this nature will 
hamper effective care. 

OPTIMISTIC ATTITUDE 

In treatment, an understanding, genuinely optimistic 
attitude is essential. The doctor should strive to develop 
in the aged person a sense of hopefulness and confidence, 
and a philosophical attitude of life. Urge the patient 
to do things that will tend to overcome his feelings of 
uselessness, and advise an environment that allows him 
to express as great independence as possible. Above 
all, boredom is to be avoided. One should encourage 
the patient to try to get some pleasure out of what he 
does and to do things that offer gratification. 

The physician is the therapeutic agent in the care 
of seniles. The oldster, inclined to be set in his ways, 
may not respond well to direct. suggestion. However, 
the physician’ has a position of authority and responsi- 
bility, and the elderly person is apt to heed his recom- 
mendations, if they are given in an indirect manner. 
The important thing is for the physician to appreciate 
the “person”, the total environment, and the clinical pic- 
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ture of the patient. He might lend his own strength 
to the anxious and insecure old patient by showing a 
general willingness to stand by and help. 


The physician should attempt to gain the coopera- 
tion of relatives in a broad program of treatment. It 
is well for them to realize that an attitude of intolerance, 
irritability, undue suspicion, hoarding and other traits 
are part of the clinical picture of the declining aged 
person. (9) 


The aged person should not retire from work unless 
it is beyond his ability; he should be advised to grad- 
ually lessen the load, turning more to avocations and 
diversional interests. Contacts with young people 
should be maintained. Many times retirement from 
work spells death to the patient. On the other hand, he 
should be encouraged to relinquish responsibility as it 
becomes apparent that he is unable to carry the load. 

Case Il. The patient, a 73 year old married man, 
had been in good health until his postponed retirement 
as a railroad conductor on V-J Day after 54 years of 
service. The history revealed that he had always 
been an irritable, rigid, compulsive, suspicious per- 
son. His marriage was childless and he had been 
over-protected all through life by his wife and rela- 
tives. After his retirement, the patient became pre- 
occupied and mildly depressed, and developed nu- 
merous psychosomatic complaints. In January 1947, 
he visited a younger brother, who died of tuberculo- 
sis a short time later. Following this, the patient's 
health declined rapidly; depression, insomnia, ano- 
rexia, and slowing of mentation were noted. He had 
frequent outbursts of rage and irritability, lost inter- 
est in his surroundings, and refused to undress or to 
take nourishment. 

The patient was hospitalized in May 1947 for a 

course of electroshock therapy and adequate medical 
care. Aside from evidence of early cerebral arterio- 
sclerosis and senility, his physical condition showed 
some malnutrition and dehydration. He was given 
twelve electroshock treatments and about midway in 
the course became intensely confused. Two weeks af- 
ter the termination of shock treatment, the confusion 
had lifted and the patient was recovered from his de- 
pression. After a period of convalescence, the pa- 
tient was advised to return to his home town, where 
he could be among his old friends and railroad as- 
sociates. 
This was fundamentally a depressive reaction in an 
individual with a rigid, compulsive, paranoid person- 
ality, complicated by major hysterical features. The 
organic elements of senility and cerebral arteriosclero- 
sis were minimal; retirement from work, boredom, and 
the death of his brother appear to have been the pre- 
cipitating factors in the patient's illness. 

Almost every type of psychiatric reaction is found 
in senescence. Psychosomatic disorders frequently make 
their appearance in the advanced age groups, and 
chronic psychoneuroses may become more profound 
and manifest, as illustrated in: 

Case Ill. This 65 year old bachelor, a banker by 
profession, has been seen in consultation off and on 

. for the past three years because of increasingly severe 
paresthesias and itching of the skin, generalized rest- 
lessness, tension, periods of moodiness, and numerous 
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psychosomatic complaints. The patient is well en- 
dowed intellectually, meticulous, and hypochondriacal 
in character. Physical examination was essentially 
negative. 

The patient was an only child who lived with his 
mother until she died six months ago at the age of 90. 
His father died when the patient was in his early 20's. 
The patient had never had much interest in the oppo- 
site sex and confined his attention to his family, work, 
reading and travel. He had always been shy and dif- 
fident with people, particularly in his home town, but 
sensed a feeling of freedom when on vacations. He 
had always had a complex about himself and the 
townspeople because he was the banker's son and felt 
that he could not live up to his father’s success. 


From early life his family had been concerned 
about his health; and after numerous consultations 
with doctors throughout the country, a tonsillectomy 
was decided upon. This operation did not relieve 
the chronic pattern of psychoneurosis; and the patient 
has periodically sought medical help for sinus trouble, 
prostatic irritation, and in the last few years, for in- 
tensive paresthesias, aches and pains. 


INTEREST LOST 

At the time of our first interviews three years ago, 
the patient had lost interest in his work and avoided 
social contacts. He was greatly concerned over his 
mother’s health because of her advanced age; he was 
afraid that he would be unable to meet her death with- 
out collapse.. 

Psychiatric aid was concerned essentially with giv- 
ing the patient .a better understanding of his person- 
ality, habits and attitudes of mind, and he was en- 
couraged to develop more interest in his work and in 
extra activities connected with the bank and the town. 
He was urged to take regular vacations, to cultivate 
new interests and reestablish old ones. 

From the first interview, the patient made a better 
adjustment, took more interest in his work and par- 
ticipated more in civic affairs. He began to appre- 
ciate that restricting his work and activities, and 
waiting for his mother to die, was perpetuating his 
nervousness. When his mother did die, he met the 
situation with a normal grief reaction; and, although 
he has occasional bouts of paresthesias, these are less 
intense and his other complaints are considerably re- 
lieved. On his own initiative he planned a trip to 
Europe and entered upon this venture with great en- 
thusiasm. 

This case illustrates a chronic psychoneurotic re- 
action of long duration with an increase of symptoms 
in later life. Surely he had strong family attachments 
for years; with supportive therapy he was able to 
meet his mother's death in a reasonable manner. 
Through his own efforts to understand himself and 
work out ways to rebuild his esteem, he has steadily 
progressed to a better adjustment. He no longer 
feels that he is living in his father’s shadow; success 
in his own right has brought considerable relief from 
his neurotic imprisonment. 

Simple depressive states and involutional melan- 
cholias of senescence are, for the most part, functional 
in character, and generally respond well to electroshock 
therapy. The organic features may be just one etiologi- 
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cal factor in the production of these illnesses, as shown 
in: 


Case IV. This well educated, 72 year old widow 
was first seen in the summer of 1948. At that time 
she complained of insomnia, restlessness, and moodi- 
ness. She became increasingly morose and apprehen- 
sive, lost her appetite, and was unable to sleep. She 
was plagued with fears of not being wanted and of 
being a burden. She was preoccupied with guilt 
feelings over sex practices in her marriage, and felt 
that the ‘cemetery’ was the only answer to her 
problems. 

The patient took over the management of her hus- 
band’s pharmacy upon his death 20 years ago, and 
acted as both father and mother to her two adolescent 
children. She had maintained her interest in life 
through work, writing, and craftwork. The past his- 
tory revealed three prior attacks of anxiety, from 
which she recovered with rest regimes. The recent 
illness occurred in a setting of reestablishing her home 
with her son, whose marriage had failed, and with 
her unmarried daughter, who had returned after sev- 
eral years study in the east. The patient developed 
the idea that she had failed as a mother because her 
children had not reached the perfectionistic goals she 
hoped for. 

The physical findings were negative. Her mem- 
ory and intellectual faculties were intact, but influ- 
enced by her depressed state. She was hospitalized 
in October 1948 for the treatment of this depressive 
reaction, and was given a course of electroshock. She 
experienced moderate confusion, but left the hospital 
shortly after the termination of the shock treatment. 
She renewed her interest in cultural pursuits and took 
up the hobby of making puppets and figurines. Her 
sleep rhythm was reestablished and the depressive ele- 
ments vanished from the picture. She gained a health- 
ier attitude toward her home life and her children, 
and has maintained her progress since leaving the 
hospital. 

This clinical record depicts a depressive reaction 
in a psychoneurotic individual who has had previous 
periods of anxiety. The psychological stresses of old 
age, feelings of failure and guilt, and fears of being 
unwanted, were the precipitating factors in the pa- 
tient’s illness. 

Manias and excitements react less well to electro- 
shock, but, this therapeutic method is effective occasion- 
ally and Assists in hospital management. 

Paranoid states and schizophrenic-like clinical pic- 
tures may appear and in general react poorly to psycho- 
therapeutic measures. A few of these cases respond to 
courses of insulin or electric shock, or combinations of 
both. 


MENTAL PROBLEMS 


When problems of mental competency arise, the 
physician may be called upon to recommend court pro- 
cedure for conservatorship. As a result of organic 
brain changes, inhibitory processes are less effective and 
sex delinquencies are not infrequent. Malicious confi- 
dence men and swindlers often take advantage of the 
oldster whose gullibility is pathological. The inability 
to manage business affairs may necessitate legal conser- 
vatorship. 

Alcoholism and drug addiction in the older age 


JULY, 1949 


groups follows at pattern similar to that in young people. 
If the aged patient's brain is not deteriorated by alcohol . 
or organic processes, and he sincerely wants help, he 
may be a better candidate for treatment than the younger 
patient, whose experience and judgment have not sta- 
bilized and who is moody and rebellious. (1° 


Precipitation of psychosis due to cerebral arterio- 
sclerosis is usually associated with cerebral accident. In 
the event of emotional instability, personality alteration, 
delusional formations, impairment of judgment and in- 
tellectual faculties, commitment procedures may be nec- 
essary to protect the patient and his family. 


Senile dementia, with ultimate mental and physical 
deterioration, is the most common psychiatric entity. Its 
onset is insidious, and the symptoms of mental confu- 
sion, memory loss, regressive personality changes and 
deficient judgment follow a progressive course. It is 
often imperative to commit and institutionalize individ- 
uals suffering from this disorder. 
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EDITORIAL COMMENT 


Doctor Barnacle should be complimented for his 
most excellent presentation. of such a timely subject. He 
has clearly presented a problem of paramount impor- 
tance to all physicians. Not infrequently the medical 
specialist, as well as the genera! practitioner, is called 
upon to treat or advise in regard to the welfare of an 
aged person. 

Modern advancement in science is causing us rap- 
idly to become a nation of elders—yet our culture is 
one in which all emphasis is placed on youth. Age is 
not glorified, and too often is not even accepted with 
passive indifference. This industrial age places all em- 
phasis upon efficiency and productivity. Everything is 
sacrificed for productivity. It is well known that there 
is usually a decrease of efficiency and productivity with 
age. The aged worker is too often discarded as a ma- 
chine that is no longer useful. It is perfectly under- 
standable why aged persons develop the feelings of re- 
jection and not being wanted. There is a close correla- 
tion between productivity and a zest for living. It is 
common knowledge that death often follows a retire- 
ment from industry. Old people wish to produce; they 
wish to feel that their services are wanted and useful. 


COLD INDIFFERENCE 


The cold indifference which industry displays to- 
ward its aged worker is mild in comparison with the in- 
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difference and non-acceptance displayed by the family. 
The failure of the family is far more tragic. The decad- 
ence of our civilization is probably most acutely shown 
in the disintegration of the family. The disintegration 
of the family is most acutely shown by the family’s 
failure to accept the aged. In many modern homes, the 
aged person is often unaccepted. The rapid increase 
in convalescent homes indicates a most unhealthy social 
trend. 

‘The nurse in a convalescent home or the waiter in 
a hotel is no substitute for the affection of a son or a 
daughter. Many sons and daughters should justly hang 
their heads in shame, if they would fairly analyze the 
care they are giving to their aged parents. A society 
that gives social approval to such malicious customs is 
certainly deteriorating. Old age and infancy are pe- 
riods during which the individual is dependent and must 
be cared tor by others. AiJl agree that no institutional 
system has been devised that will replace the family in 
the proper rearing of children. Saying that the emo- 
tional needs of the aged can be satisfied by institutional 
care is a fallacy. 


INDUSTRIALIZATION 


Industrialization and urbanization of population have 
made it increasingiy difficuit to care properly for the 
aged, non-productive members of the family. The aged 
person could be more easily cared tor in the rural areas. 
crowded housing in tenements and marginal financial 
reserves make the aged person a distinct burden to the 
family. lt would be understandable if we should find 
the majority ot patients in the convalescent homes from 
the famuies of marginai incomes. ‘l/his is not the case. 

it is regrettabie to say that some psychiatrists have 
given condoience to the practice of having the aged 
cared for outside the home. They have been over-zeal- 
ous in encouraging the children to emancipate them- 
se.ves trom the parents and to assert their independence 
by boarding the parent “where they will have the ad- 
vantage of being with other old people they enjoy.” 
Such advice is malicious and extremely nearsighted, and 
is a false concept of maturity. 

We should glorify old age. Once there is honor and 
dignity atiached to age, individuals will look forward 
to the sunset of life with eagerness and expectation. If 
we, as physicians, are guided by the psychological con- 
cepts so capably stressed by Dr. Barnacle, we might not 
add many years to the aged person's life, but we could 
certainly add life to his remaining years. 


ARLIN B. COOPER, M.D., El Paso, Texas. 


PROCEEDINGS OF THE 
EL PASO TUMOR CLINIC 


CASE NO. 356 


Colonel Roucher, William Beaumont General Hos- 
pital: This is the case of a 60 year old male who pre- 
sented himself to the hospital October 20, 1948. Exam- 
ination revealed an ulcerative necrotic area involving 
the left breast, which was fixed to the chest. There was 
no evidence of axillary or supraclavicular adenopathy. 
The lesion measured eight cm. in diameter and had been 
present for about four or five months. Roentgenograms 
of chest revealed extensive metastasis to both lungs. 
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Skeletal survey revealed no evidence of bone metas- 
tasis. Except for mild anemia, no significant blood find- 
ings were noted. Biopsy was done and this revealed a 
scirrhous type of carcinoma, low grade malignancy. Pa- 
tient was referred to the department of radiology for 
radiation therapy since it was classified as inoperable 
or Stage Four carcinoma. 

Colonel Zanca: Radiation therapy was instituted Oc- 
tober 23, 1948, and completed November 23, 1948. Ra- 
diation was directed only to the primary lesion and since 
patient did not have any complaints of pain or cough, 
no treatment was directed to the lungs. On May 16, 
1949, patient returned complaining of cough and some, 
loss of weight. Roentgenograms of chest revealed mod- 
erate increase in degree of metastasis to both lungs. The 
primary lesion had regressed satisfactorily, there being 
only a small area of scarification remaining. About 
three inches below and medial to the primary lesion was 
a palpable nodule thought to be metastatic Still no evi- 
dence of bone metastasis found on skeletal survey. Pa- 
tient was subjected to radiation therapy to the medas- 
tinum for cough. 


Colonel Roucher: We observed this patient about 
ten days after treatment to the mediastinum was com- 
pieted and found no appreciable change in the extent of 
metastasis although his cough had lessened. The pa- 
tients general condition is not bad. He has no other 
compiaints other than what is now more of an annoying 
cough. He has no pain. My purpose in presenting 
him today is to determine if anything more can be of- 
fered him in the way of palliative therapy. It seems 
there has been some work done in Memorial Hospital! 
in New York with encouraging results with orchiectomy 
in which. definite arrest of malignancies of the male 
breast has been obtained. Is there anyone familiar with 
this work? 

Dr. Curtis: I have had no personal experience in 
orchiectomizing patients with carcinoma of the breast, 
but I am familiar with Treves’ work at Memorial Hospi- 
tal, as published in the March issue of the journal, ““Can- 
cer.” te draws a parallel between castration for pros- 
taiic carcinoma in which extrogen has failed to control 
the disease. In spite of the limited knowledge that we 
have in the role of estrogens in the management of car- 
cinoma, we have seen remarkable results in prostatic 
cancer with the use of extrogens, with, or without cas- 
tration. Certainly if this patient's condition would per- 
mit, and from what the Colonel tells us he is in good 
condition, I see no contra-indication in suggesting such 
a procedure since there is really nothing else that can 
be offered. 

Dr. Reynolds: Could stilbesterol be used in this 
case first, as is done with prostatic carcinoma? 

Dr. Curtis: According to Treves, stilbesterol failed 
tc bring about any appreciable response in two cases 
in which it was used. 

Dr. Gibson: I quite agree with Dr. Curtis in sug- 
gesting this procedure to the patient. However, some 
difficulty may be encountered in the patient's accept- 
ance even though he is 60 years old. This has certainly 
been true with similar procedure in prostatic carcinoma. 

Dr. Fuchlow: If this suggestion is agreeable with 
you, Colonel Roucher, then the recommendation is cas- 
tration, if patient consents. The clinic would like to 
see the patient with roentgenograms of chest one month 
after surgery. 
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THE PROPOSED ESTABLISHMENT OF A SECTION OF 
GENERAL PRACTICE IN GENERAL HOSPITALS 


It is noteworthy that the recognition of the general 
practitioner has become much more pronounced in re- 
cent years. At the May meeting of the State Medical 
Society of Texas the excellent program of the Section 
of General Practice was heavily attended; and it occu- 
pied perhaps the predominant place at this meeting. 
The A.M.A. has established a section on general prac- 
tice. Residencies are now being offered in general 
practice. Lastly, the Academy of General Practice has 
been organized and is growing rapidly. General Prac- 
tice has come into its own, and begins to occupy its 
rightful place in medicine. ; 

Recognizing that a place must be made in the fu- 
ture for the general practitioner in general hospitals, 
the House of Delegates of the American Medical Asso- 
ciation passed the following significant resolution, parts 
of which are as follows: 

“WHEREAS, Many hospitals have not established 
general practice sections in their visiting active staffs, 
and their governing heads are doubtful whether such 
action has the approval of the bodies which set up the 
rules and regulations for the approval of their hospitals 
for interns and residents; therefore be it Resolved: 


“That hospitals should be encouraged to establish 
general practitioner services. Appointments to a gen- 
eral practice section shall be made by the hospital auth- 
orities on the merits and training of the physician. Such 
a general practice section shall not per se prevent ap- 
proval of a hospital for the training of interns and for 
residencies. 


“The criterion of whether a physician may be a 
member of a hospital staff should not be dependent on 
certification by the various specialty boards of mem- 
bership in special societies. 


“Copies of this resolution have been sent to the Amer- 
ican College of Surgeons, the American College of Phy- 
sicians, the American Hospital Association, the Catholic 
Hospital Association and to each hospital registered by 
the Council on Medical Education and Hospitals of the 
American Medical Association.” 


The American Academy of General Practice, real- 
izing that some constructive effort must be made to ac- 
complish hospital sections of general practice, has made 
certain recc dations. These are represented graph- 
ically as follows: 


ORGANIZATION AND FUNCTIONS OF THE HOSPITAL MEDICAL STAFF 


= As Approved by 
AMERICAN COLLEGE OF SURGEONS 


(With the addition of a Non-Specialist Division Organization, as proposed by the 
Committee on Hospitals of the American Academy of General Practice) 


HONORARY — CONSULTING — ACTIVE — ASSOCIATE — COURTESY 


r 


Specialist Division 
ORGANIZATION: 
Grouping Clinical departments 
Staffing Clinicians 
Membership Full and part specialists 
FUNCTIONS: 
Professional Privileges As designated by the qualifi- 
(as Individuals) cations and credentials 


committee 


Intern-Resident As designated by the qualifi- 
Training cations and credentials 
committee 
Staff Management Full privileges 


As designated by the qualifi- 
cations and credentials 
committee 


Non-Specialist Division 
(General Practice Section) 


Administrative and clinical section 
Administrative and clinical officers 
General Practitioners 


As designated by the qualifications — 
and credentials committee 


As designated by the qualifications 
and credentials committee 


Full privileges 


As designated by the qualifications 
and credentials committee 


2 
- 
‘ 
Be 
- 
Privilege of group to 
(ee function as a clinical 
In-Patients: 


JULY, 1949 


In order to establish and to conduct a section of gen- 
eral practice, the Academy makes the following sug- 
gestions: 

PART L. 
GENERAL PRINCIPLES 


I. DEFINITION OF A GENERAL 
PRACTITIONER: 


A general practitioner is a legally qualified doctor 
of medicine who does not limit his practice to a 
particular field of medicine or surgery. (American 
Medical Association). 

Il. THE TYPE OF HOSPITAL IN WHICH THE 
ESTABLISHMENT OF A SECTION OF GEN- 
ERAL PRACTICE SHALL PRIMARILY BE 
CONSIDERED: 

The establishment of a Section of General Practice 
shall be considered in all general hospitals, in which 
specialists represent a portion of the medical staff. 

lll. THE SEGMENT OF THE MEDICAL STAFF 

' STRUCTURE IN WHICH THE SECTION OF 
GENERAL PRACTICE SHALL BE ESTAB- 
LISHED: 

The Section of General Practice shall be estab- 
lished within the structure of the Active Medical 
Staff. 

IV. THE MEMBERSHIP OF THE SECTION CF 

GENERAL PRACTICE: 
General practitioners shall be eligible for member- 
ship in the Section of General Practice. They 
shall be appointed to the Section of General Practice 
from amongst those general practitioners who have 
demonstrated an active interest in the work of the 
hospital and who are eligible for such appointment. 


V. GENERAL PRACTITIONERS AND DUAL 
STAFF APPOINTMENTS: 
It shall be permissible for hospitals »to establish a 
system of appointments in various specialty depart- 
ments for members of the Section of General Prac- 
tice who wish to become proficient in special fields 
of medicine and surgery. This arrangement will 
facilitate the advancement of his interest in such 
special fields. The general practitioner shall not 
vote nor hold office in more then < one section or de- 
partment. 


VI. THE QUALIFICATIONS AND CREDENTIALS 
COMMITTEE OF THE MEDICAL STAFF: 
The qualifications and credentials committee shall 
consist of representatives of the specialist and non- 
specialist groups of the active medical staff. The 
functions of this committee shall be those ordinarily 
designated it by approved hospitals, and qualifying 
bodies in organized medicine. 


VII. THE RESPONSIBILITIES OF THE SECTION 
OF GENERAL PRACTICE: 
CLINICAL 
1. Participate in the care of patients under the 
following provisions: 

a. The Section of General Practice may con- 
stitute a clinical service for the care of in- 
and out-patients. Designation of final au- 
thority in the clinical management of pa- 
tients shall rest with the qualifications and 
credentials committee. 
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2. Participate in the intern-resident-nurse training 
program of the hospital. 


NON-CLINICAL 


1. The Section of General Practice shall partici- 
pate (proportionately with other comparable 
groups of the staff) in all staff activities of a 
non-clinical nature. It shall: 

a. Promote proper administration of the pro- 
fessional services of the hospital. 

b. Fix more definitely the responsibility of 
general practitioners in the hospital. 

3. Vote and hold office. 


VIll. THE RESPONSIBILITIES OF INDIVIDUAL 
MEMBERS OF THE SECTION OF GENERAL 
PRACTICE: 


PROFESSIONAL PRIVILEGES: 

1. Members of the Section of General Practice 
shall have only such professional privileges as 
shall be determined for each by the credentials 
committee, subject to those mechanisms of re- 
view available to all members of the staff. 

2. Members of the Section of General Practice 
shall apply for professional privileges in the 
various fields of medicine and surgery in which 
they wish to engage in the hospital. They shall 
apply for privileges in each of these fields in 
one of three categories of privilege. 

These categories shall be minor privileges, inter- 

mediate privileges, and major privileges. They 

shall be defined as follows: 

a. Minor priviliges in any service will allow the 
physician to treat patients when, for any cause, 
the treatment does not involve either a serious 
hazard to the life of the patient or a danger of 
disability. 

b. Intermediate privileges in any service will al- 
low the physician to treat patients when, for 
any cause, such treatment does not involve a 
serious hazard to the life of the patient but does 
involve a danger of disability. 

c. Major privileges in any service will allow the 
physician to treat patients when, for any cause, 
such treatment involves a serious hazard to the 
life of the patient. 

3. In the performance of clinical procedures, or 
in the management of patients in the hospital, 
the ultimate evaluation of the judgment and 
ability of the general practitioner shall rest 
with the qualifications and credentials commit- 
tee. 


PART Il 


A SPECIFIC PLAN FOR THE AMENDMENT 
OF THE CONSTITUTION AND BY-LAWS OF AN 
APPROVED HOSPITAL FOR THE PURPOSE OF 
INTEGRATING A SECTION OF GENERAL PRAC- 
TICE IN THE HOSPITAL MEDICAL STAFF OR- 
GANIZATION. 

THE ACTIVE MEDICAL STAFF 
a. The active medical staff shall consist of two di- 


visions: 
(1) The specialist division of the active medical 
staff, and 


(2) The non-specialist division of the active medi- 
cal staff. (General Practice Section). 
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b. Appointments shall be made annually by the gov- 


erning board on recommendations of the active med- 
ical staff from former members of the active medical 
staff, and, insofar as it is possible, vacancies shall 
be filled by promotion of members of the associate 
medical staff who have signified a desire to become 
active in the work of the hospital. 


ARTICLES GOVERNING THE SPECIALIST 


DIVISION OF THE ACTIVE MEDICAL STAFF: 


a. 


(From: ‘Manual of Hospital Standardization,” Ameri- 


can College of Surgeons). 


The specialist division of the active medical staff 
shall consist of physicians who have been selected 
to attend free patients in the hospital and to whom 
all such patients shall be assigned. Members of the 
specialist division of the active medical staff shall 
not be required to be exclusive specialists, but it 
is to be expected that they will be well skilled in the 
particular branch of medicine to which they are as- 
signed, and that the major part of their private prac- 
tice will fall within that specialty. 


The duties of the specialist division of the active 
medical staff shall be to attend all free patients, and, 
insofar as free work is concerned, they shall attend 
only such patients as are admitted to their services. 


Insofar as free patients are concerned, members of 
the specialist division of the active medical staff 
shall treat patients in both the in- and out-patient 
departments, as assigned to the service, and in the 
treatment of these they shall have unrestricted privi- 
leges and shall treat the patient to a conclusion, 
whether such treatment is given in the in- or out- 
patient department, or both. Insofar as private, pa- 
tients are concerned, they shall have unrestricted 
privileges in the treatment of patients falling within 
the specialty to which they are appointed, but in 
others they shall have only such privileges as may 
be determined by the credentials committee in con- 
formity with articles governing the prerogatives of 
that committee. 


ARTICLES GOVERNING THE NON-SPECIALIST 
DIVISION OF THE ACTIVE MEDICAL STAFF: 


The Non-Specialist Division of the Active Medical 
Staff shall consist of legally qualified doctors of 
medicine who do not limit their practice to a par- 
ticular field of medicine or surgery. 


In the care of patients, they shall have such privi- 
leges as shall be determined for each by the qualifi- 
cations and credentials committee. 


They may participate in the care of patients in the 
in- and out-patients departments of the hospital as 
determined by the qualifications and credentials 
committee. 


Participation in the care of patients shall be by vir- 
tue of appointment in the section of general prac- 
tice or any other department in which the specialty 
of the applicant shall have expressed a desire to ad- 
vance. 


The general: practice section of the active medical 
staff shall constitute the non-specialist division, 
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ORGANIZATION OF THE SECTION OF 
GENERAL PRACTICE: 

DEFINITION OF A GENERAL 

PRACTITIONER 

A General Practitioner is a legally qualified Doctor 

of Medicine who does not limit his practice to a par- 

ticular field of medicine or surgery. 

OFFICERS: 

a. Director: There shall be a director and, or, a 
chairman elected from the Section of General 
Practice and approved by the board of trustees. 
The duties of the director shall be to correlate 
the work of the section from year to year. He 
shall have the same prerogatives of staff man- 
agement as have directors of other sections or 
departments. 

b. Chairmen: (When both director and chairman 
shall exist): To be elected each year by popu- 
lar vote of the Section. He shall serve for one 
year and may not be re-elected for more than 
one consecutive term. He shall assume the ac- 
tive direction of the functions of the section, 
presiding at meetings. 

c. Secretary: To be elected for a two year term 
by popuiar vote of the section, and may not be 
re-elected for more than one term. He shall 
keep permanent records of the proceedings of 
the section. 

d. When the Section of General Practice consti- 
tutes a service for the care of in- or out-patients, 
the members of the section shall be designated 
“clinicians”, and shall be rated as are clinicians 
in other clinical services. 


FUNCTIONS OF THE 
SECTION OF GENERAL PRACTICE 

The Sections of General Practice shall: 

a. Discuss the deaths of all patients admitted to 
the hospital by general practitioners. 

b. Discuss cases of unusual interest. 

c. Conduct programs of general scientific inter- 
est. 

d. Promote the proper administration of profes- 
sional services. 

e. Fix more definitely the responsibility of gen- 
eral practitioners in the hospital. 

f. Participate in general medical staff manage- 
ment. 

g. Participate in the care of indigent patients in 
the in- and out-patient departments of the hos- 
pital as determined by the qualifications and 

credentials committee. 

h. Participate with the specialist division of the 
active medical staff in the intern-resident-nurse 
training program of the hospital. 

The Section of General Practice shall hold regular 
meetings to accomplish the foregoing. 

In view of the fact that in the very near future in 


El Paso there will be operating four general hospitals 
with a substantial bed capacity, the problem of a gen- 
eral practice section must be considered. All plans for 
staff reorganization should, by necessity, take cogniz- 
ance of the general practitioners’ place in a general hos- 
pital and be governed accordingly. That general prac- 
tice is the bulwark of American medicine cannot be de- 
nied. 
and shall have proper and adequate hospital facilities. 


It is rapidly attaining its proper place. It must, 
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PREGNANCY COMPLICATED BY COARCTATION OF AORTA 


A CASE REPORT 
By Cetso C. Stapp, M.D., El Paso, Texas 


The incidence and care of pregnancy complicated by 
coarctation of the aorta not only is an obstetrical hazard, 
but also a medical problem. 


I believed that this patient did not have a too severe 
coarctation of the aorta; and therefore, it was deemed 
safe for her to go through pregnancy. The caesarian 
section was done due to a generally contracted pelvis. 
I believe that, even though the pelvis had been adequate, 
in this instance it would have been safer to do a section 
than permit labor. This was particularly due to the 
fact that the section was elected at an optimum time. 


Mrs. M. M., a white female, age 30 years, presented 
herself for treatment on 3 September 1947. 

Chief Complaint: Cessation of menses since 14 June 
1947, 

Past History: Menses began at the age of 16 years 


and continued regularly every 28 days, lasting 4 days 
until 14 June 1947. Flow was moderate with only mild 


- cramping on first day of menses. No clots or hemor- 


rhages. Patient has been married for seven years and 
has had no pregnancies. She was told shortly after 
her marriage that she should not have children, due to 
having high blood pressure. Patient was of normal 
birth, being the eldest of four children, all of whom 
were of normal pregnancy and birth. There was no 
history of high blood pressure or of heart disease in 
the family. Patient was apparently healthy up to the 
age of ten years at which time she had an attack of ill- 
ness, she was told that she had high blood pressure. It 
is not known what the blood pressure was at that time. 
Patient was sick for about six months and recovered 
gradually, but the blood pressure remained up. At the 
age of 14 years, patient had bronchial pneumonia and 
was sick for over a month. The doctor told her that 
she had a heart murmur and that her blood pressure was 
still elevated. Her general health improved for two 
years and then she began having a headache in the 
back of the head, which was worse when she became 
excited or nervous. She caught colds rather easily and 
was generally not in too good health. 


Present History: Patient states that she catches fre- 
quent colds and upper respiratory infections. Has fre- 
quent attacks of pain in the chest, not necessarily re- 
lated to colds. No pain down arms or over heart. Di- 
gestion is poor and has frequent attacks of indigestion 
and gas on stomach. Only moderately constipated. No 
dysuria, but has nocturia 1-2. Has attacks of swelling 
of feet and ankles for periods of three to four days at 
a time. These attacks are no oftener than every three 
months. Usually related to minor ills or colds. Has had 
shortness of breath on exertion, but able to do house 
work without too much shortness. Becomes fatigued 
rather easily. Very nervous most of the time and sleeps 
in fits, with bad dreams at times. Fairly good outlook 
on life. Libido normal. 


Physical Examination: Eyegrounds appear to be 


fairly normal with arteries and veins normal in appear- 
ance with only moderate AV nicking. Slight expothal- 
mic appearance with noticeable nystagmus. Cartoid 
pulsation was noticeable. Blood vessels of face and 
neck were quite prominent. Nose and throat normal. 
Thyroid is not palpable. Hair is blond and very fine 
with only moderate amount of hair. Skin of face is 
flushed and rather dry. Breasts normal in appearance 
with some pigmentation of areolae. No masses palpa- 
ble. 


Chest: Some coarse bronchial rales heard over en- 
tire chest. 


X-Ray: Fluoroscopic and radiologic examination of 
the chest reveals notching of the inferior surfaces of the 
ribs. There is evidence of enlargement of the left ven- 
tricular segment of the cardiac silhouette. The arch of 
the aorta is not well visualized in the posterior-anterior 
view. The notching of the ribs, left ventricular enlarge- 
ment and decreased prominence of the aortic arch indi- 
cate a coarctation of the aorta. There is noted in the 
left apical region, a region containing calcifications 
which were observed to pulsate synchronously with the 
cardiac cycle. These findings are indicative of a cir- 
soid aneurysm of the vertebral artery. The lungs are 
well ventilated. There is no evidence of active pul- 
monary infection. 


Heart: On precussion seems to be of normal size. 
There is a systolic murmur heard best at the apex. 
Blood pressure 210/104 on the left arm, and 90/54 on 
lower extremity. 


Abdomen: Soft to palpation. Normal peristalsis 


heard. No masses or tendernesses noted. 


Vaginal: Uterus enlarged to about the size of an 
orange. The cervix is blue and soft. Reflexes were 
hyperactive. X-Ray pelvimetry showed a generally 
contracted pelvis with a true congigate of 7.5 cm. Pa- 
tient weighed 85 Ibs. Patient was referred to Dr. Palmer 
Reed, due to high blood pressure. Initial X-Ray study 
was by Dr. A. D. Long. 

Patient's prenatal care was rather uneventful, hav- 
ing two attacks of colds with mild bronchitis. Urine 
consistently had hyline casts. No albumin or sugar was 
noted. Patient gained a total of 15 lbs. during preg- 
nancy and her blood pressure consistently remained 
about 200/100 in the upper extremities and 90 /® in 
the lower extremities. Due to her unusual condition, 
she was seen weekly by and frequently by Dr. Reed. 

On 16 March 1948, a classical caesarian section was 
performed and a normal male child delivered. The child 
had no abnormalities of circulation that could be found. 
Weight at birth was 5 Ibs. 12 oz. The patient had an 
uneventful recovery. Patient did not return for post 
natal check-up, but was seen by Dr. Herbert Bell and 
Dr. Vincent Ravel, who reported her condition as be- 
ing very satisfactory and recovered from the pregnancy 
and section. 
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El Paso Felicitated 
On Medicinal Milks 


EI Paso is the oniy city or county between Los An- 
geles and San Antonio which has been able to maintain 
a medical milk commission and to meet the rigid stand- 
ards required for certified milks, C. W. Bonynge, M.D., 
western representative of the American Association of 
Medical Milk Commissions, pointed out recently. 


All certified milks are essentially medicinal in pur- 
pose and are produced under supervision of local county 
medical societies enforcing standards specified by the 
American Medical Association. 


Dr. Bonynge congratulated Dr. L. T. Cox, chairman 
of the El Paso County Medical Milk Commission, and 
his fellow members, Drs. Basil K. Byrne and Edmund , 
P. Jones, on the high standards of certified milk they 
had managed to maintain in El Paso. He pointed out 
that many larger cities have been forced to abandon 
certified milk production because they could not meet 
the rigid requirements. 


El Paso has three varieties of medicinal milks, certi- 
fied holstein, certified goats’ and certified fat-free, all 
produced in Price's Creameries’ new $1,000,000 plant 
in the Lower Valley. 


Veterinary for the El Paso County Medical Milk 
Commission is Dr..€. R. Willey. 


MAICO OF EL PASO 


% Hearing Aids *% Audiometers * Stethetrone 
MRS. EDNA MILLS, DISTRIBUTOR 


1001 MILLS BLDG. 3-5572 


DR. ROBERT EHRLICH 


Announces 
the opening of 


his office 


~ 


for the practice of 


PROCTOLOGY 
831 First National Bidg 3-8631 


El Paso, Texas 
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Goot Health Shop 
MAX S. KATZ, Practipedist 


Feather Weight Arch Supports 
Doctor’s Orthopedic Prescriptions Filled 


308-9 CAPLES BLDG. 3-4532 EL PASO, TEXAS 


> 


Ambulance Service at All Hours 


Kaster & Maxon 


El Paso, Texas 


2-3431 


— 


Pring 


Lithographing, Addressing and Mailing Service 


El Paso, Texas 


806 N. Kansas  2-5071 


ARCH SUPPORTS. 
_ ELASTIC HOSIERY 
OPEDIC SHOE SERVIC 


Authorized Dealer 


EVEREST & JENNINGS 
WHEEL CHAIR 


: 

NG 

{ Or 

Artificial Limbs and 
ALL INQUIRIES GIVEN 

815 North Cedar at Five Points 
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A « very valuable adjunct 
| cK the treatment of dermatitis due 
| to plants, especially 


POISON IVY... 


99 (1) 


~PYRIBENZAMINE cream or 


ointment 


Applied locally, Pyribenzamine hydrochloride usually gives 
prompt and prolonged relief from itching in dermatitis venenata 
due to poison ivy, oak or sumac. 


Pyribenzamine has also been found to give relief to the majority 
of patients with other itching dermatoses, “particularly atopic 
dermatitis and pruritus ani.” 


“In many instances the local skin conditions are, of course, more 
rapidly and more completely eradicated by the combined topical 
and oral administration of this drug.”* 


1. Carrier, R. E., Krug, E. S., and Glenn, H. R.: J. Lancet, 68: 240, June 1948. 
2. Feinberg, S. M. and Bernstein, T. B.: J. of A.M.A., 134: 10, July 1947. 


PyYRIBENZAMINE CREAM, 2 per cent (water-washable base), jars of 50 Gm. 


and 
1 pound. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY @ 


PYRIBENZAMINE (brand of tripelennamine) — Trade Mark Reg. U.S. Pat.Off. 2/1417M 


Nal 
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Men’s Clothes 
Ready Made and Made-to-Measure 


BLUMENTHAL’S 


The Southwest’s Leading Men’s Shop 
Pioneer Plaza 


El Paso, Texas 


TAYLOR-SIMPKINS, Inc. 
MEDICAL OXYGEN 


2123 Texas Street 3-0952 El Paso, Texas 
Nights. call 5-0359, or Physicians’ Exchange 2-2474 


HARDING AND ORR 


Ambulance Service 


320 Montana 3-1646 


> El Paso, Texas 


~~ 


Dutton’s Laboratory 


L. O. DUTTON, M. D., DIRECTOR 


616 Mills Bldg., El Paso, Texas 
Telephone 2-3671 


Clinical and Pathological Procedures: 


SEROLOGY CHEMISTRY 


CLINICAL MICROSCOPY 


BACTERIOLOGY HEMATOLOGY 


RH TYPING AND ANTIBODY TITRATIONS 


ENDOCRINE STUDIES 


PATHOLOGY 


Less Than One-Half Cost Of Mew 


Old Surgical and Dental Instruments Replated 


AS GOOD AS NEW 


Instruments Resharpened 
Sterilizer Trays Chrome-Plated 
Fine Silverware Replated 


This Service Exclusive in The Southwest 


EL PASO PLATING WORKS 


Ship to: 212 East Yandell Blvd. Phone 2-9591 for pickup 
EL PASO, TEXAS 


tf PRINTING CO. 
506 N. KANSAS 


For the Best in 


COMMERCIAL PRINTING 
Q for all Purposes 


— 


TURNER’S 
CLINICAL & X-RAY 
LABORATORIES 


‘ First National Bank Building 


P El Paso, Texas 


CLINICAL PATHOLOGY 
PATHOLOGY 

; X-RAY DIAGNOSIS 

X-RAY THERAPY 
RADIUM THERAPY 


GEORGE TURNER, M.D. 
DELPHIN VON BRIESEN, M.D. 
H. F. HESLINGTON, M.D. 
WILLIAM D. FLEMING, M.D. 


TE 
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COMPLETE MEDICAL OXYGEN SERVICE 
For Home, Office or Clinic 


EL PASO WELDING SUPPLY 


1830 Myrtle 2-5782 El Paso, Texas 
(Nite Call 2-6625) 


Prompt 24-Hour 
Martin Ambulance Service 


710 N. Stanton El Paso, Texas 


General LETTER Service 


Mimeograph and Offset Duplicating 
of Diets, Instructions, Etc. 


203 Hills Bldg. 


El Paso, Texas 


THE PRESCRIPTION SHOP 


A PROFESSIONAL PHARMACY 
C. D. CUNNINGHAM, MGR. 


Lobby First Natl. Bank Bldg. ; 


Phones 2-4121 and 3-5522 


; HOTEL DIEU 


El Paso’s Oldest Hospital 


Conducted by the Sisters of Charity 
Hospital and School of Nursing 


FULLY APPROVED 
1014 NORTH STANTON STREET 


PHONE 2-143! 


NORTH PHOTO STUDIO 


X-Rays Copied and Prints Made 
Lantern Slides from X-Rays 


Specimens Photographed 
Mail Order Business A Specialty 


821 E. Yandell Blvd. 3-7662 EI Paso, Texas 


} GRANT AVE. PHARMACY 


A PROFESSIONAL PHARMACY 


GEO. W. BUSH, MGR. 


Free Delivery 

Phone 2-2582 

2005 Grant Avenue 
El Paso, Texas 


FOR PRESCRIPTIONS 
MILLS BLDG. — PHONE 3-4445 — EL RASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


$ EL PASO, TEXAS 
b's WARNER DRUG CO. | 
; IN FRONT OF THE POST OFFICE , 
; Swee ney > Our Prescription Department Is 
NEVER Without a 


Registered Pharmacist on Duty 


: Direct Physician’s Phone to 
Prescription Department - 3-2352 


FREE DELIVERY 


pewew 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


EL PASO, TEXAS 


YSLETA, TEXAS 


up 
—— 
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Southwestern Physicians’ Directory 


CLEMENT C. BOEHLER, M.D., F.A.C.S. 


Diptomate AmericAN Boarp OssteTrics AND GYNECOLOGY 
Pxactice Limitep To Osstetrics AND GYNECOLOGY 
1018 MILLS BUILDING €L PASO, TEXAS 


DRS. BRECK, BASOM AND LEONARD 


PRACTICE -LIMITED TO 
ORTHOPAEDIC SURGERY 


3-167! EL PASO, TEXAS 


520 MONTANA STREET 


LESTER C. FEENER, M. D., F. A. C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 
INTERNAL MEDICINE 
4 CARDIOVASCULAR DISEASES 


4C1-3 BANNER BLDG. EL PASO, TEXAS 


J. RICHARD FUCHLOW, M. D., D. A. B. R. 
RADIOLOGY 


616 MILLS BLDG. 3-3423 


BASIL K. BYRNE, M. D. 


PEDIATRICS 
800 MONTANA STREET 3-1651 EL PASO, TEXAS 


BRANCH CRAIGE, M. D. 


(CertiFic> By AMERICAN Board OF INTERNAL MEDICINE) 
INTERNAL MEDICINE 
800 MONTANA STREET 


3-6931 EL PASO, TEXAS 


WICKLIFFE R. CURTIS, M. D., F. A.C. S. 
(Certitie> By AMERICAN Boarp oF Urovocy) 


PRACTICE LIMITED TO 


215 FIRST NATIONAL BLDG. 


L. O. DUTTON, M. D. 


ALLERGY 


616 MILLS BLGD. 2-367! EL PASO, TEXAS 


ORVILLE E. EGBERT, M. D., F. A.C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 


DISEASES OF THE CHEST 


1025 FIRST NATIONAL BANK BLDG. 


EL PASO, TEXAS 


ROBERT EHRLICH, M.D. 


PRACTICE LIMITED TO PROCTOLOGY 
EL PASO, TEXAS 


831 FIRST NATIONAL BLDG. 3-8631 


UROLOGICAL DIAGNOSIS AND SURGERY } 


EL PASO, TEXAS 


ALLERGY 


H. M. GIBSON, M. D. 


PRACTICE LIMITED TO UROLOGY 


209 McCDICAL ARTS BLDG. 2-6844 EL PASO, TEXAS 


J. LEIGHTON GREEN, M. D., F. A.C. S. 


GENERAL ano GYNECOLOGICAL SURGERY 


1225 FIRST NATIONAL BLDG. 2-9032 EL PASO, TEXAS 


Freo C. Hopces, M. D. J]. M. Hooks, M. D. 


HODGES AND HOOKS 


ORTHOPEDIC CLINIC 


1442 N. 3RD STREET ABILENE, TEXAS 


W. A. JONES, M. D. 


Diptomate AMERICAN Board OF NEUROLOGICAL SURGERY 
NEUROLOGICAL SURGERY 


Meoicat Arts Buitpinc—Suite 300 
415 YANDELL BCULEVARD 3-5582 


EL PASO, TEXAS 


H. JORDAN, M.D., F.A.C.S. C. WEBB, M.D., F.A.C.S. 
DRS. JORDAN AND WEBB 
DIPLOMATES AMERICAN BOARD OF SURGERY 
GENERAL AND GYNECOLOGICAL SURGERY 


525 FIRST NATIONAL BLDG. 2-9412 


EL PASO, TEXAS 


KENNETH S. KURITA, M.D. 


GYNECOLOGY AND OBSTETRICS 
1017 FIRST NATIONAL BLDG. 2-9312 EL PASO, TEXAS 
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TRUETT L. MADDOX, D. D. S. 
ORAL SURGERY 


1031 FIRST NATIONAL ELDG. EL PASO, TEXAS 


DRS. MASON, HART AND BOVERIE 
RADIOLOGY—ROENTGENOLOGY—PATHOLOGY 


310 BANNER BLDG. 3-4478 EL PASO, TEXAS 


SA SCHUSTER, M. D. 
NEWTON F. WALKER, M. D. 
F. P. SCHUSTER, M. D. 
EYE, EAR, NOSE AND THROAT—BRONCHOSCOPY 


FIRST NATIONAL BLDG. 2-1495 


O. J. SHAFFER, D.D.S., F.A.C.D. 


ORAL SURGERY 
1101 First NATIONAL Bibs. 


3-6742 Et Paso, Texas 


BERNARD L. MELTON, M.D., F.A.CS., F.I-C.S. 


(CERTIFIED BY AMERICAN BOARD OF OPHTHALMOLOGY) 
(CERTIFIED BY AMERICAN BOARD OF OTOLARYNGOLOGY) 


EYE, EAR. NOSE AND THROAT 

DORSEY R. HOYT, M. D. 

EYE, EAR, NOSE AND THROAT 

605 PROFESSIONAL BUILDING 3-8209 


A ~ 


PHOENIX, ARIZ. 


LESLIE M. SMITH, M.D. H. D. GARRETT, M.D. 
DRS. SMITH AND GARRETT 
DISEASES OF THE SKIN 


931 FIRST NATIONAL BLDG. 3-6172 EL PASO, TEXAS 


VINCENT M. RAVEL, M. D. 


cCertiFied BY AMERICAN Board OF RADIOLOGY) 
X-RAY AND RADIUM 
2-3459 


503 BANNER BLDG. EL PASO, TEXAS 


PPL AAA A A 


ROSS W. RIS® 


(CERTIFIED BY THE AMERICAN | 


M. P. SPEARMAN, M. D., F. A.C. S. 


DIPLOMATE AMERICAN BOARD OF OTOLARYNGOLOGY 
EYE - EAR - NCSE - THROAT 


FIRST NATIONAL BLDG. 2-601! EL PASO, TEXAS 


INTERNAL MEDIC! 


WALTER W. WOLLM/ 


(CERTIFIED BY THE AMER/ 


GENERAL 


WILLIAM I. CC 
INTERNAL 


2001 GRANT AVE. 3 


S. PERRY R\ 
ORTHOPED 


202 BANNER BuiLoinG 


WILLARD W. SC 


DIPLOMATE AMERICAN Bi 
PLASTIC AND MAXI 
1415 FIRST NATIONAL BLDG. 
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Sate Medical Library 


HISTORICAL BUILDING 
DES MOINES, IOWA 


We ho u obtain pleasure and profit from 
the use he Towa State Library. You 
can increase its usefulness by returning your 


to 

herrower. Adults are entitled to draw books 
by filling out an application 

Number of Volumes. Two new books, or two 
new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 
are not renewable. 

Kept. The period of loan is two weeks; 
older may be once renewed. New books 
and Journals are not renewable. 

Forfeiture of Privilege. Loss of books or 
journals without paying for same, defacing or 
mutilating materials, three requests for postage 
without results, three requests for return of ma- 
terial without results, or necessity of i 
Attorney General’s aid to have material 
bars from future loans. 

_ Transients and those at hotels may borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned. 


EL PASO, TEXAS 


FACS 


HHTHALMOLOGY AND 
TOLARYNGCLOGY 


EL PASO, TEXAS 
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General 


Hospital 


Approved: American College of Surgeons 
Blue Cross Member Hospital 
American Hospital Association 


Open Staff 


Cotton and Erie 
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